A 68-year-old male Mr. AM is admitted with acute exacerbation of chronic obstructive pulmonary disease (COPD) into the ward. On admission from the emergency room, nasal oxygen 2 L/min was advised. After 1 h in the ward, the patient is found to be progressively drowsy with labored breathing.
Resident's Corner
Medical ward round is a complex clinical process during which the clinical care of hospital inpatient is reviewed. [1] Ward round is the key for coordinating inpatient care in any health-care setup. Ward round is conducted by a multidisciplinary team consisting of doctors, nurses, pharmacists, and allied health professionals. Ward round is an opportunity to inform and involve patients in health-care delivery. It also provides a joint learning opportunity for the health-care staff involved in patient care. It should be done daily preferably in the morning so that proper planning and execution of the plan can be carried out.
Purpose of Ward Round
The main purpose of ward round is to establish, refine, or change the clinical diagnosis and execute proper inpatient management. During ward round, decisions about further investigations and options for treatment, including do not attempt resuscitation and any ceilings of care, are made. [2] Once the patient is stable, the arrangement for discharge is made during the ward round. Communicating all of the above with the multidisciplinary team, patient, relatives, and carers are also made during the ward round. Active safety checking is done during ward round to mitigate any avoidable harm to the patient. [3] An effective ward round is useful in the training of health-care professionals. [4] An effective ward round should enable all individuals involved in the health-care delivery process to express a shared aspiration to make the patient the center of attention empowered in his or her own care. This will help the patient to cooperate and develop confidence in health-care delivery system. Ward round should ensure the delivery of good quality, safe, efficient, and compassionate patient care. A successful ward round should enhance the patient's confidence in health-care delivery system. Ward round is the key for proper inpatient management, to facilitate speedy discharge, to avoid any harm to the patient during health-care delivery, and to improve team communication among the health-care delivery staff. [4] 
Preparation for Ward Round
The steps involved in the preparation of ward round are bed allocation and preround and preparing and briefing the patient about the ward round. [5] 
Bed Allocation and Preround
Preround should be done by the trainees or junior doctors. [5] Bed allocation should be done for trainees
The ordering physician needs to be called to review the patient condition and clarify regarding oxygen administration. 1. Situation: Dr. R, this is staff nurse from the ward.
I have an order to administer 2 L oxygen to Mr. AM who was admitted 1 h ago. I would like to update you on his condition and clarify the order 2. Background: Mr. AM was admitted with exacerbation of COPD. Nasal oxygen 2 L/min was advised on admission 3. Assessment: Now, in the ward 1 h after admission Mr. AM is found to be progressively drowsy with labored breathing 4. Recommendation: I think we need to shift him to intensive care unit and get immediate arterial blood gas (ABG) analysis and depending on the report of ABG we need to plan for noninvasive ventilation or invasive mechanical ventilation. I will be there in another 5 min to assess the patient.
Using safety checklists, the team members should review the clinical status and care according to their assigned tasks. [5] 
Duties of Nurse
Senior nurse should update on the current status of the patient and perform safety checks. She has to assist the patients in communicating their needs and should coordinate inpatient care. Nurse should provide updates on vital signs, pain control, nutrition and hydration, elimination (urine and bowels), mobility of the patient, any confusion or delirium or behavioral problem in the patient. [7] Duties of the nurse during ward round include quality and safety checks, checking urinary catheter, review of intravenous lines and venous thromboembolism prophylaxis, check and categorize pressure ulcers and check for vulnerability for falls/injury, check for infection control measures, and medication administration. [7] 
Role of Patient and Carers
They should provide updates on current symptoms, problems, and concerns regarding the patient. [7] Patient and caregivers should co-operate with health-care professionals by giving proper detailed information regarding their present as well as past health problems. They should provide previous medical documents. Hiding vital information or neglecting or not reporting symptoms or adverse events may lead to errors in patient care and adverse outcome. They should discuss and try to understand and take responsibility for their health on discharge. They should follow the instructions from health-care providers properly.
Summary by the Consultant
At the end of the ward round, consultant should summarize the team inputs into the plan for the day and set daily goals. [5] He should clearly mention about further evaluation and treatment plan. If the patient is stable, discharge planning should be done. Anticipated discharge needs, place of discharge (e.g., to home or rehabilitation center), discharge date and time, follow-up arrangements should be planned. Consultant should provide the patient information relating to the plan of care and should check patient understanding.
Recommendations for Protecting Confidentiality and Dignity of Patient
Bedside curtains must be fully drawn before any physical examination of the patient during ward round. The patient should be appropriately exposed only for the duration of physical examination. Hospital authorities should ensure that clinical teams have appropriate facilities to ensure patient confidentiality. [5] Patient's records should be kept centrally to promote effective communication and team working. All key decisions and actions made on the ward round should be clearly documented in the inpatient record.
Discharge Planning
Patients and carers should be involved in discharge planning. A structured approach to discharge is essential (e.g., a predischarge board round). Medications and outstanding issues should be carefully reviewed using a checklist method. Hospital teams should ensure clear verbal and written communication of the discharge plan. [8] Postdischarge follow-up arrangements should be clearly communicated to the patient. Explicit delineation of roles and responsibilities of patient care after discharge should be documented. [9] Caregiver should be identified and educated regarding postdischarge patient care. Patient and caregiver should be educated throughout the hospitalization, not only at the time of discharge. Properly structured information should be given to the patient and caregiver from the hospital team. [10] Every discharge must have a written discharge plan which should be comprehensive and should address medications, therapies, dietary and other lifestyle modifications, follow-up care, patient education, and instructions about what the patient and caregivers should do if the condition worsens. This comprehensive discharge plan should be handed over to the patient with a detailed explanation before the patient leaves the hospital. Patients who are at high risk of rehospitalization should have the discharge plan reinforced by contact from the hospital team after discharge. All information about the admission and discharge and hospital course of events must be organized and delivered to the primary care physician within 24 h of discharge. All patients should preferably have access to their discharge information in their language and at their educational level.
